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Emek-Ankara, TurkeyReceived 11 January 2005; accepted 10 March 2005Summary Adenoid cystic carcinoma (ACC) is a malignant tumor which develops in
the trachea, bronchus, lung and mammary gland besides the head and neck region.
ACC is secondly frequent malignant epithelial tumour of salivary glands. It is a slow-
growing but aggressive tumour with a propensity for perineural invasion. In this arti-
cle, we reported a rapid growing, progressive adenoid cystic carcinoma in a 61 year
old female patient.c 2005 Elsevier Ltd. All rights reserved.
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dIntroduction
Adenoid cystic carcinoma (ACC) is a malignant
tumor which develops in the trachea, bronchus,
lung and mammary gland besides the head and
neck region. Occurrences in the head and neck re-
gion are relatively rare; they are mostly detected
in the major salivary gland, oral cavity, pharynx
and paranasal sinus. ACC is secondly frequent
malignant epithelial tumour of salivary glands.1
It is a slow-growing but aggressive tumour with
a propensity for perineural invasion.2–5 ACC grows
slowly compared to squamous cell carcinoma; how-
ever, it frequently recurs and metastasis to distant
organs such as lung or bone after treatment, and741-9409/$ - see front matter c 2005 Elsevier Ltd. All rights reser
oi:10.1016/j.ooe.2005.03.004
* Corresponding author. Fax: +90 312 2239226.
E-mail address: sgumgum@gazi.edu.tr (S. Gumgum).the prognosis is poor.1 High risk of local recurrence
after surgery suggests that, postoperative radio-
therapy should always be given.4Case report
A 61 year old female patient is referred to our hos-
pital for an assessment of a swelling of the left
mandible. Clinically, a mucosal swelling with a
smooth surface from retromolar region through
medial cortex of the mandible and root of the ton-
gue. It was bony hard in palpation. No extraoral
swelling was present. About 2 months earlier, she
had noticed the swelling in sizes of 0.5–1 cm on
the mandibular crest, causing difficulty to use den-
tures. Submandibular and cervical lymphadenopa-
thy, extension of swelling as described clinically,ved.
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occurred in 2 months. Orthopantomographic exam-
ination showed a slight thickening in soft tissues
and a radiolucent destruction. No significant mate-
rial could be handled out by a fine-needle aspi-
ration biopsy, that considering the danger of
tumour spillage into surrounding tissues, an open
biopsy is planned. The material taken from differ-
ent lesional areas are sent to microscopic examina-
tion. The result of the histopathologic examination
was, adenoid cystic carcinoma.
The patient is consulted to Ear, Nose, Throat &
Head and Neck Surgery Department for partnership
in surgical operation. By the time of 15 days, a sig-
nificant extraoral swelling could be seen then,
hence there is no intraoral change (Figs. 1 and 2).
Initially surgical technique was planned as the
extraoral approach to the region, total excision of
the tumour and related bony structure, supra-
omohyoid neck dissection. The frozen section re-
sults showed that there was cancer positive
edges, so a wider resection from canine region
through to TMJ condyl neck was made. Also radical
neck dissection was applied. Frozen section again
gave the results of cancer positive edges. Post
operative radiotherapy is decided and the resected
mandible is reconstructed with titanium plates
(Fig. 3).Discussion
Most of the benign and malignant salivary gland tu-
mors are seen in the parotid gland but the subman-
dibular tumours are malignant 50%. In the USA,
carcinomas originating from salivary glands ac-Figure 1 CT images of left mandibularcount for only 6% of head and neck malignancies.
85% of these cases arise in the parotid gland and
only 10% in the submandibular gland. Another 5%
constitute tumors of the minor salivary glands. Be-
nign tumors account for the 85% of parotid lesions,
whereas malignant neoplasms are more frequently
encountered in the submandibular gland (up to 80%
of cases).2,6
ACC grows slowly compared to squamous cell
carcinoma; however, it frequently recurs and
metastasis to distant organs such as lung or bone
after treatment, and the prognosis is poor.
It has been said that ACCs developed primarily at
the parotid gland or palate have good prognoses
and those at submandibular gland or paranasal
sinus have poor prognoses.1,5,7
Generally adenoid cystic carcinoma shows a
more extensive area that could be examined in
computerized tomography or magnetic resonance
imaging. So it is hard to set the operative borders
before the time of surgery. There is no doubt that
complete resection by surgery is most important in
the treatment of ACC. However, extended resec-
tion is often difficult because of the close locations
of paranasal sinus, nasopharynx, external auditory
canal and middle ear in the head and neck region.1
Even in the cases where radical resection ap-
pears to have been successful, often resected edge
could be cancer-positive; in such cases, postopera-
tive radiation is reported to be effective for pre-
venting recurrences.3,4,7–9
In our case, we first decided to apply a hemi-
mandibular resection and a supraomohyoid neck
dissection, but getting cancer positive results from
frozen section, changed our surgical approach as
extension to condyl neck superiorly and radicalramus area and surrounding tissues.
Figure 3 Reconstruction with titanium plates.
Figure 2 Extraoral swelling.
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Even though these surgical extensions, the edges
were cancer positive.
There was a total time interval of 2–5 months
between the patients notification and the surgical
operation. Submandibular and cervical lymphade-
nopathy, extension of swelling as described clini-
cally, difficulties in eating and swallowing, a
significant extraoral swelling had been occurred
by this period. This progressive situation is contra-
versary to the natural slow growing character of
adenoid cystic carcinoma.References
1. Takagi D, Fukuda S, Furuta Y, et al. Clinical study of
adenoid cystic carcinoma of the head and neck. Auris Nasus
Larynx (May):99–102.2. Alexander D, Rapidis MD. Tumors of the submandibular
gland: Clinicopathologic analysis of 23 patients. J Oral Maxil
Surg 2004;62(10):1203–8.
3. Chummun S, McLean NR, Kelly CG, et al. Adenoid cystic
carcinoma of the head and neck. Br J Plast Surg
2001;54(6):476–80.
4. Maciejewski A, Szymczyk C, Wierzgonn J. Outcome of
surgery for adenoid cystic carcinoma of head and neck
region. J Craniomaxillofac Surg 2002;30(1):59–61.
5. Thomas J, Samuel JL, Bharat M, et al. Adenoid cystic
carcinoma in the head and neck: An updated survival
analysis. Otolaryngol-Head Neck Surg 2004;131(2):242–
3.
6. Bhattacharryya N. Survival and prognosis for cancer of the
submandibular gland. J Oral Maxil Surg 2004;62(4):427–
30.
7. Takubo K, Tanio K, Muranaka T. Adenoid cystic carcinoma
arising the anterior lingual gland (Blandin-Nuhn Gland). Oral
Oncol Extra (January):16–20.
8. Kokemueller H, Eckardt A, Brachvogel P, Hausamen F.
Adenoid cystic carcinoma of the head and neck—a 20 years
experience. Int J Oral Maxillofac Surg 2004;33(1):25–31.
Rapidly growing adenoid cystic carcinoma in mandible: A case report 1459. Kukzyski B, Golusinski W, Szmeja Z, Kope T, Kodzia D, Korlik
M. Adenoid cystic carcinoma of the head and neck treated
in ENT Department University School of Medical Sciencesin Pozna between 1958 and 2000. Oto-Rhino-Lary
2003;1240:1041–4.
